Mind© model to increase research on the daily habits of children and youth and to substantiate the teaching and dissemination of the model with greater confidence. Child and adolescent health habits were tested with a new Habits of Health Scale (HHS). The study purpose was to test the construct and criterion validity of the habits of health measurement subscales which included physical activity, nutrition, relationships, safety, and hygiene behaviors. Two specific hypotheses were tested. The first hypothesis was that the HHS items would show acceptable factorial validity. The second hypothesis was the HHS factors would demonstrate high criterion validity, or the sensitivity of the scale to detect differences and associations that theoretically should exist. The HHS factors were expected to differ based on participants' gender, perceived health status, perceived academic success, Body Mass Index (BMI), and multiple health behaviors. Results showed that each subscale demonstrated acceptable internal consistency and criterion validity. Health patterns and routines of kids can now be measured by the Habits of Health Scale, which is a multi-behavioral assessment tool that assesses the health status of children and youth.
Introduction
A need exists for psychometrically sound tools for the measurement of child health habits. A few tools (Cartland & Ruch-Ross, 2006; Landgraf, Maunsell, Nixon Speechley, Bullinger, Campbell, Abetz, & Ware, 1998) exist but a conceptual model of child and adolescent health habits has not been tested. Child and adolescent health status is investigated by exploring developmental changes in biological growth; health risk behaviors (Garrido, Weiler, & Taussig, 2017) ; declarative and procedural metacognitive knowledge (Gascione, Higgins, & Wall, 2017) ; motivations toward cognitive skill development (Kanfer & Ackerman, 1989) ; achievement motivations, school connectedness, and getting along with others (Lemberger, Selig, Bowers, & Rogers, 2015) . Other adolescent health outcomes include salient beliefs to predict behavioral intentions (Yzer, 2012) and the functional role of health literacy (Broder et al., 2017) in preventive health behaviors (Zullig, Ubbes, & Mann, 2013) . A variety of instruments are available for measuring the subjective impact of an injury or disease on a child's physical, emotional, and social wellbeing (McCarthy, 2007) . Health status is the term used to describe how a person feels and functions within four categories: mental function, physical function, role function, and social function (Ward, 2009 ). Mental function includes the mood and ability to perform tasks requiring memory, thought, or concentration (Ward, 2009 ) and may be described as cognitive vitality. Physical function includes the different movements, activities, and abilities attributed by daily health routines and may be somatic, gestural, and procedural. Procedural memory allows for the acquisition, consolidation, and use of motor skills and cognitive routines (Magallón, Narbona, & Crespo-Eguilaz, 2016) . Health-related habits are often described as cognitive-motor procedures that become automated through repeated practice.
The Habits of Health and Habits of Mind© model (Ubbes, 2008, p. 113) is used in health education to teach children and youth how to think about and do healthful behaviors on a daily basis. When young people have ongoing skill practice in cognitive thinking patterns, they are developmentally more capable to turn health behaviors into consistent health habits without as many social cues from significant others.
Conversely, poor role models and negative media examples of adolescent and parental health can persuade children to try negative risk behaviors that significantly impact their health status. Hence, social functions help to define child health status through the relationships that are formed, changed, and maintained with daily practice in different settings and contexts (Ward, 2009 ). In addition, the functional roles that children and youth learn by performing their schoolwork, housework, and occupational work practices on a daily basis also contribute to one of the four functions of health status (Ward, 2009 ). Routine habits of health (Ubbes, 2008) have been hypothesized as five healthful behaviors that are known to increase health status: 1) physical activity, exercise, and play; 2) food, beverages, and nutrients; 3) sleep and quiet time; 4) relationships; 5) safety and hygiene. Routine habits of mind (Ubbes, 2008) have been hypothesized as five cognitive skills that lead to the practicing of healthful behaviors: 1) decision making, 2) goal setting, 3) communication, 4) conflict resolution, and 5) stress management. When the www.scholink.org/ojs/index.php/ct Children and Teenagers Vol. 3, No. 1, 2020 3
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Habits of Health and Habits of Mind© model (Ubbes, 2008) is practiced on a daily basis in an integrated and consistent way, an individual may increase one's health status. As a cognitive-behavioral curriculum, the Habits of Health and Habits of Mind© model (Ubbes, 2008) may lead to acquisition of procedural memory when children and youth practice one habit of health with one habit of mind through trial and error until automaticity is attained (Ubbes, 2008) . Little is known about the level of cognitive effort and motivation needed when children and youth practice multiple health habits in tandem with and without environmental supports from school, home, and community. The literature is replete with high-risk behavior data for middle school and high school students (U.S. CDC, 2017) . Few studies are available to promote the multiple health habits that collectively make up a healthy lifestyle for children and youth.
Figure 1. The Habits of Health and Habits of Mind© Model
The main purpose of the study was to validate the Habits of Health and Habits of Mind© model (Ubbes, 2008 ) to determine how one or more healthful behaviors can be used to characterize the daily routines of healthy youth. Through factor analyses, we investigated whether the different habit of health behaviors organized by subscales could detect differences among 7th grade youth from two different midwestern states. We hypothesized these associations should theoretically exist based on the literature, then sought to explore the robustness of the habits of health model. The habits of health model is one-half of the and the latter focused on cognitive skills. We specifically examined differences and associations between habits of health and the participants' gender, perceived health, and multiple health behaviors.
This study provides an empirical test of the conceptual model outlined in Figure 1 . The first hypothesis was that the Habits of Health Scale (HHS) items would show acceptable factorial validity. The second hypothesis was the habits of health factors would demonstrate high criterion validity, or the sensitivity of a measure to detect appropriate differences and associations that theoretically should exist. More specifically, the HHS factors were expected to differ based on participants' gender, perceived health, perceived academic success, Body Mass Index (BMI), and multiple health behaviors.
Methods

Participants
Seventh graders (n=105) were recruited from two health education classrooms in Indiana and Ohio through teacher partnerships. All study procedures were approved by the Institutional Review Board of the university. Parental informed consent and youth assent were completed prior to all study procedures.
Participating youth were asked to complete a 15-minute paper-and-pencil questionnaire targeting their health-related habits and lifestyle health behaviors. Incentives to the teachers included classroom and gymnasium enhancement gifts, such as sport equipment and stationary bicycles.
Instruments
Participating youth self-reported their age, gender, perceived academic performance, perceived health, and height and weight. Classroom teachers reported youth ethnicities and grade-levels. Perceived academic performance and perceived general health were assessed on a 6-point Likert scale, ranging from "Very poor" (1) to "Excellent" (6). Perceived academic performance was assessed by asking youth, "Overall, how well do you think you do in school?", and perceived health was measured by asking, during a typical week. Sedentary time was assessed by asking youth: "On average, how many hours per day do you watch television or movies?", which was calculated into daily television minutes prior to statistical analyses. Finally, weekday sleep was assessed by asking youth, "How many hours do you usually sleep on school nights?", which was calculated into daily minutes prior to analyses.
Fruit and Vegetable and Soda Intake. Based on recommendations outlined in the Dietary Guidelines for Americans (U.S. Department of Health and Human Services, 2005), youth were first asked to report their daily intake of fruit and vegetables in serving sizes. Youth responded to two separate questions regarding fruit and vegetable consumption: "How many servings of fruits and vegetables do you usually eat each day?" A serving of fruit was described to participants as "One medium piece of fresh fruit, ½ cup of fruit salad, ¼ cup of raisins, apricots, or other dried fruit, 6 ounces of 100% orange, apple, or grape juice (do not count fruit punch, lemonade, Gatorade, Sunny Delight or fruit drink)". A serving of vegetable was described to participants as "One medium carrot or other fresh vegetable, 1 small bowl of green salad, ½ cup of fresh or cooked vegetables, or ¾ cup of vegetable soup (do not count French fries, onion rings, potato chips, fried tempura or fried okra)". Youth also reported their daily intake of soda consumption with the question, "How many cans or bottles of soda pop do you usually drink each day?".
Alcohol and Smoking Tobacco. In three separate questions, youth reported their previous experience with alcohol and cigarette smoking. Youth were asked "Have you ever consumed alcohol?", and "Have you ever tried cigarette smoking, even one or two puffs?". Participating youth responded either "Yes" or "No" to both questions.
Youth Self-Reported Health Habits.
Participating youth responded to 25 items that focused on five health habits: physical activity, nutrition, safety, hygiene, and relationships. For each question, youth were asked to "please circle only one answer that agrees or disagrees with how you feel about your health". Youth then responded on a 5-point Likert scale, ranging from "Strongly Disagree", (1) to "Strongly Agree", (5). Table 1 provides the exploratory factor analysis of all scale items.
Factorial Validity
All analyses were performed with IBM SPSS (Version 23.0). Factorial validity was examined with an Exploratory Factor Analysis (EFA). EFA outcomes were used to guide the determination of the number and manner of factors accounting for the variation or covariation among habits of health items (Brown, 2006) . The EFA was performed using a Principal Axis Factor (PAF) extraction method followed by direct oblique (oblimin) rotation. This rotation method was used due to hypothesized correlations among the underlying factor structures of youth's health habits. The number of components retained was estimated using three criteria: (1) Kaiser's (Kaiser 1961 ) retention of factors with unrotated eigenvalues >1.0, (2)
Cattell Screen Test (Cattell, 1966) and (3) factor loadings exceeding .40 (Gorsuch, 1983 
Criterion Validity
Analyses were used to test the sensitivity of the habits of health factors revealed in the EFA. Specifically, we examined subgroup mean differences and associations based on youth demographics and health behaviors. ANOVA F-test was used to test subgroup differences. Due to low subgroup sample sizes, significance for mean difference tests was set at p<0.10. When necessary, pairwise comparisons were completed using Tukey's HSD post hoc analyses with Bonferroni correction (0.10/n=3; =P<0.03).
Criterion validity was also examined via multiple linear regression with a significance level of p<0.05.
Following preliminary tests, only significant covariates were included in final analyses. 
Result
Description of the Sample
Factorial Validity
As hypothesized, habits of health were best explained as being multidimensional. The PAF analysis of the initially tested 24-item measurement model extracted 6 factors with eigenvalues >1.0, paralleling both practical and theoretical reasoning. Five items were dropped due to factor loadings <0.40 on all identified factors. The items dropped included: "I can take a bath or shower every day to keep clean"; "I know to wash my hands throughout the day to avoid people's germs"; "I tend to eat packaged foods from the grocery store at lunch"; "I enjoy eating cereal with milk for breakfast or as a snack"; and, "I am happy with my body size". All other items had factor loadings exceeding 0.40 on only 1 of the 6 emerging factors, meeting all statistical criteria and accounting for approximately 59.38% of the variability among the final 19 items. 
Criterion Validity
The first tests of criterion validity examined potential mean differences in habits of health subscales based on weight status, perceived health, and perceived academic success. 32, p=0.00) and an inverse relationship with youth's safety and hygiene habits (β=-0.37, p=0.00).
Discussion
This is the first study to explore the validity of the Habits of Health and Habits of Mind© model (Ubbes, 2008) which focuses on multiple health behaviors and cognitive skills working together for daily routines of health. Results of this study lay the groundwork for future studies to identify how cognitive skills in the habits of mind model may co-join with health behaviors to form daily routines for health. Two types of daily health routines important to this study were safety and hygiene habits. In the current study, perceived academic performance was significantly associated with safety and hygiene habits. The mean differences in safety and hygiene habits were significant if youth reported ever trying alcohol or ever trying smoking. Therefore, the preventative habits of safety and hygiene are key behaviors to teach in school environments. Youth who practice safety and hygiene habits on a consistent basis are associated with not trying alcohol and tobacco substances and having a higher perceived academic performance.
These current findings on academic performance are supported by previous literacy research showing that safety habits (e.g., wearing sunscreen) and hygiene habits (e.g., regular dental check-ups) were positively associated with reading attitudes and reading behaviors (Zullig, Ubbes, & Mann, 2013) .
Health literacy is a key determinant of health and an indicator of educational status. Lower-than-average literacy among youth is related to more risk-taking behaviors (Dewalt & Hink, 2009 ). Fourteen-year-old youth with lower literacy levels are more likely to use alcohol and tobacco (Hawthorne, 1997) and for boys, smoke tobacco (Conwell, O'Callaghan, Andersen, Bor, Najman, & Williams, 2003) , than those youth with higher literacy levels. For eight countries participating in the European Health Literacy Survey (Kickbusch, Pelikan, Apfel, & Tsouros, 2013) , the higher the health literacy, the higher the frequency of physical exercise. Physical exercise was found to be the highest and most consistent indicator of health literacy when including smoking, alcohol, and body mass index as determinants of health.
In the current study, youth's perceived health status was significantly influenced by the physical activity habit and body mass index. Youth who indicated weekly physical activity days had significantly indicator of their health status.
Results of the exploratory factor analysis also showed that social relationships had three dimensions, including a home relationship habit, a school relationship habit, and an age and gender friendship habit.
Youth who reported "feeling close to at least one person in my life" resulted in the highest exploratory factor of .845. Also for the home relationship habit, "knowing at least one person I can talk to" and "being close with at least one family member" loaded as .765 (second highest exploratory factor) and .709 (third highest exploratory factor), respectively. For the school relationship factor, youth who reported "I think my classmates like what I share during class" resulted in an equally high exploratory factor of .838 (second highest exploratory factor in the whole EFA model). These findings are significant toward social support models and the value of family and school involvement in youth development (Foster, Horwitz, Thomas, Opperman, Gipson, Burnside, Stone, & King, 2017 (Zullig, Ubbes, & Mann, 2013) have shown that youth practice fewer preventative health habits, e.g., regular dental check-ups and wearing sunscreen, when they indicate difficulties reading a survey, exhibit negative attitudes toward reading, do not read outside of school, or do not see a parent or caregiver reading every day or one day of the past two days.
Several limitations can be highlighted with this study. Subjects were mostly Caucasian from two health education classrooms in two midwestern schools from two different states. Due to the small sample size, Type II errors may exist in our analysis. A larger sample size is needed to show differences between groups and increase our variability.
Conclusions
Continuous development of robust measurement scales will enhance the understanding of how children and youth practice healthy habits and daily health routines on a consistent basis. This study investigated construct validity and criterion validity of the Habits of Health Scale (Ubbes, 2008) Implications for school health are warranted. This study sought to conceptualize and measure five daily health habits of youth. Multiple health habits were associated with perceived general health (e.g., physical activity), perceived academic performance (e.g., safety and hygiene), school relationships (e.g., daily soda can intake, physical activity), fruit and vegetable intake (e.g., weekly physical activity days), and safety and hygiene (e.g., daily can of soda intake, ever tried tobacco, ever tried alcohol). School health education curricula should focus yearly instruction on multiple health behaviors and not reduce learning time on the preventive habits of hygiene and safety since those behaviors mediated whether youth had ever tried tobacco, ever tried alcohol, or drank a daily soda in this study-which are all negative behaviors for this age group. Focusing on multiple prevention behaviors by comparing habits by time and frequency may help youth build upon and sustain daily health routines and patterns. For example, physical activity showed a high association with perceived general health and other health habits (e.g., fruit and vegetable intake), so physical activity behavior remains a critical action for youth when establishing and practicing lifestyle patterns. Teachers need to show the interrelationships of healthy habits in routines of daily living rather than focusing on one instructional unit at a time. Habits of health were all significant in the current conceptual model, which now strengthens the need for validation of the cognitive skills that make up the habits of mind model. In the future, a psychometric study focusing on the habits of mind model (e.g., decision making, goal setting, communication, conflict resolution, and stress management) should conducted to determine if these specific cognitive skills are significantly associated with youth's perceived general health status and perceived academic performance.
